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100 INITIAL COMMENTS 1000

3Are4loensuresurveywasmnductedfmm

| 91910 through 5/20110. A random sampiing of

| Monzsgdmbu\:assemﬁomamsldelﬁal

! population of ree males with varying degrees of
|dlsabniﬁa&Theﬂm5r|gsofﬂ:eaqumbasad
,onobservauonsandlmermhmehom.as

| well as a review of tha resident and administrative
i records, including the incident reports.
1
1090| 3504.1 HOUSEKEEPING 1080 ) 0&“‘“

| The interior and exterior of sach GHMRP shalbe| GOV AREDG O
i Maintained in a safe, clean, orderly, attractive, %ﬁc““

| and sankary manner and be free of
,accunuﬂaﬁonsofdhtrubhish,amoﬁecﬁomble

I

i This Statuta isnntmetaswidermdby:

! Based on observation and interview, the Group
i Home formeMantdlyRalardedPem

- (GHMRP) failed to ensure the interior and

i @xterior of the GHMRP were maintained in a
 6afe. orderty, and attractive manner for three of
' the three residents. (Residents #1, #2, and #3)

| The findings include:
iauringt!minmmmemmnmmon i

Conoers are o8 B, the olowing The guiter Is scheduled for repair i, o /40
| e were on 6/9/10. The house manager I

| A. Exterior will continue to monitor on a

| monthly basis as a precautionary |
1. On the right side of the '?"““‘9“ ke’ & section of measure to ensure that additional | l
| Shconerpximately 8 feet in as repairs are not wamranted.

observed o be bent forward and leaning '
j downward. The adjacant aection of gulter, which

lshculdalsohavebeenappmﬂmalelyafeetin |

a0
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: th - . our new frash cans have been
I @mmh;m%m;m ordered. Expected date of
| longer attached and needed to be repiaced delivery is Wednesday, June 18, 16!18/10
2010. In the future the house
'z E;’".I’.“‘r'!‘e six trash cans in the back yard had manager will ensure that
i cans ma?'hadw::u%mm stored In two of the hcans are maintained in
l ' operable condition. !
i B. Interior |
Light fixture was repaired on 6/1/10
| 1. The light fixture on the celling of the second sﬁno P ! ,
 floor {near the bathronm), lacked a protective
j cavering. . ||6/1/10
The grab bar was tightened on '
| 2. The grb bar, sttached tn the bathtub, located 6/1/10 and is now secure to the | |
| in the sacond floor bathroom, was not tightly wall.
* secured. |
'3 Inthe sacond floor bathroom, the caulking The naw caulking on both ‘ 6/1/10
; which sealed the tub 10 the wall was observed 1o bathroom tubs have been
" be cracked and had mildew. Miidew was also completed. I
Iobservadmmacadkingmﬂnbammbinme |
_ basement.
,! The aforementioned observations were In the future the house manager | i
| acknowledged by the home manager and the and the QMRP will complete l
" qualified mﬂmm jonai, who thorough walk through of the
| 3o mm"mn:"m during the inspection house on a monthly basis and ||
i contact maintenance for needed ]
1208, 3509.6 PERSONNEL POLICIES 1208 | [f@Palronce aneedis identified. |
| Each employee, prior 1o employment and '
, annually thereafter, shall provide e physician ' s |
| certification that a health inventory has been |
j performed and ihat the employee * & health status
, Would allow him or her to perform the requived |
| duties, |
i !
A - XX2M1 {Tcontinustion sheet 2of 7
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IZGBiconﬂnuedFrampagez 1206 | ;
- |
| |
i This Statute is not met as evidenced by: [
. Based on interview and record, the group home ]
* for mentally retarded person's (GHMRP) falled to
; obtain an annual health ecreaning as required by
, this section for one of seven facillty employees
t and five of ten professional staff. (81, 82, 83,
I C1,C2 and C3)
| The finding includee:
i 1. On 518/10 at approximately 6:30 p.m., the ficate for th 61110
L ] - . The heaith certificate for the
. qualified mental retardation professionat {QMRP) identified sta#f has now been
fwasrequnsledbnbtainItnﬁbsofallGI-MRP .
| staff and consultants for review on 520/10. The completed and is being
. QMRP stated the files would be brought to the maintained in their personnel
: wwﬁ th:rrle‘at fmmm glﬂ&mso for reﬁewbmr; On record. In the future ail health ,
i . S ADpIOX o0 &m., rtificates will be updated prior to i
! contaln ce A
Contalning staff heatth certificates were provided. the experation. E
i Tharaviawofﬂ:epm:idedrewdsonﬁlzmo,
. beginning at approxdmately 12 36 p.m., revealed 'I i
" the haalth cemﬁmmofmmphmstﬁfsn
| had expired. During the discussion, the staff |
a that his heakth certificats had
| expired. J
}2. Gross refer to 1271. On 52010 &t All files have now been updated h
. : 6/1/10
! WI ': ml J&m&mm for and is being maintained by the HR
i five (S2, 83, C1, 02 and C3) of len professional Director. At the time of the survey
, Staff and/or consultants providing services Io the the missing files were overlooked
: residents. At the time of the survey, it coukd not and were not transported to the
: be verified thal these individuals had curant facllity.
! heaith certificates.
i
l271i 3513.1(b) ADMINISTRATIVE RECORDS 1271
. Each GHMRP shall maintain for each authorized '
Fisalih Reguiation AdmEaeils —————

STATE FORM - 0711 ¥ continusion sbaet 3 of 7
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. agency ' s Inspection, at any time, the following
| adminisirative records:

| (b) Personnel records for all staff including job
- descriptions either at the GHMRP or in a central
* office and made available upon request;

| This Statute is not met as evidenced by:

" Based on observation, interview and necord

| review, the GHMRP failed 10 ensure that the

- fequired administrative records were avallable for
I inepection for five of ten professional staff and/or
: consultants providing services. coneuttants and 2
fprobssional staff.

j The findings include;

i On 5/19M10 at approximately 6:30 p.m., the

'qmﬁﬁedmmmrdaﬁunprohmbnd(omnﬂ
was informed that heaith certificates, licenses,

| and agreements for consultants would need to be

. available for review by the surveyor on 6220/10.

| Files were cbserved to be deliverad to the

. GHMRP on the mosming of 6/20/10.

Review of the files at approximately 1:00 p.m.,
; reveaiad that no fles were available for 3
| consultants end 2 professional staff providing
, Services (o the residents at the GHMRP.
|

1401 3520.3 PROFESSION SERVICES: GENERAL
| PROVISIONS

| Professional services shall include both diagnosis
: and evaiuation, including identification of

| developmentsl levels and needs, treatment

! services, and sefvices designed 1 prevent
;mdeheriumtbnormm\ermsoﬂuncﬂmbyme

! nt.

i2n

1401

All consultant files are available
For review. They were overiooked
at the time of the survey and was
not fransported to the house for
raview. In the future the HR
Director will ensure that all files
Nars submitted fo the surveyor(s)
for review.

!6!1[10

e —— | . T ot 1 b ——
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. This Statute is not met as evidenced by:

| Based on interview and record review, the

. GHMRP failed to ensure professional servicas

' ware provided in accordance with the needs of

i one to two residents in the sample. (Resident #1)

The findings include:

- 1. The GHMRP failed to ensure demai services
| were provided in accordance with the needs of
[Reﬁdentﬂ,asavldenoedbebar.

; Record review on 5/20/10 at 10:47 a.m. revealed
| the fallowing information regarding Resident #1's
; dental care;

(a) 5/8/09 - Consultation: The dentist noted thet
! Resident #1 neaded a dental scaling due to an
accumuiation of plaque and calcvius, The
| dentist's also noted that a crown was needed for
+ teeth #30 and #31, The dantist noted that
authorization would be sought to perform the
| needed services.
(b) 11/10/09 - Appointment was not completed
| because the denfist’s office was closed.,

! (€) 11118/08 - Crown for testh #s 30 and 31 was

: inserted. The dantist noted that the GHMRP

* should call in two or three weeks o schedule an

i appointment, however failad to state the reason

! for the naxt visit,

| (d) 442910 - Dentaf Assessment: Pariodontal

i avaluation, X-rays, bieeding index, and
pﬂio-probmnenhlmllngwasagain

i recommendad. The consult report indicated that

' authorization would be sought o perform the

grecommendeduwicea.

1401

R |

—
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COMPLETE
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1401 Gontinued From page § 1 401 !
| Interview with ‘:'?:]-“PNC 0;552&10 at dental examination has been  |lgn4/10
approximalely 11:04 a.m. continued 1 -
: record review at thal time, revealed that Resident cﬂ%dgeggo;?on?;y' dune 21, |
* #1's last dental acaling was performed on 0 r dental scaiing. .
) 9123/08. At the ime of tha survey, there was no ecommendations made at this '
 evidence comprehensive dental treatment nsultation will be closely '
| services had been provided timely for the onitored by the RN and followed
| resident.

p in a timely manner.

'2.TheGI-lMRPfalledtoensurelinewblow-up
| on the results of of Resident #1's ophthaimology
| appoiniments, as evidenced below:

. Interviaw with staff on 5/18/10 at 5:47 p.m.,,

! revealed Resident #1 had very poor eyesight and

; that his glasses did not improve his vision, At

* that time of the obsarvation, the resident was not

i wearing glasses. Interview with staff on 5/20/10 at

| approximately 10;15 a.m, revealed that if the
resident put his glasses on, he would not wear

!lhemfarverylong. The subsaquent observation
at that time revealed eys glasses on the shelf in

| the living room.

Elnwviswwlmmslicenudpmcﬁmlnursa
coordinator (LPNC) on 52010 at 9:50 a.m.,

irevaalsd that the resident's guardian, had gone

* On several eye appoiatments with him in 2009, to
, obtain opinions conceming his vision prognosis,

* According to the nurse, the resident had been
diagnosed with relinilis pigmentosa by several

| specialists, and the prognasis for improvement in
- his eye sight was very poor.

¢

; Continued interview with the LPNC on 5/20/10, at
! approximalely 10:15 a.m., revealad Resident

j #1's legal guardian requested 10 have additional

+ verification conceming the status of tha residents
i vislon, and therefore appointments were

| scheduled with ophthalmology specialists.

STATE FORM an X271 if continualion sheet 6 of 7
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" Record review on 5/720/10, at 10:25 am.,

| Fovealed Rasident #1 had several

' ophthalmalogy consultations, for which there
| wera no raports available, as follows:

| (a) /4708 Handwritten note on the consult form
J states "Unclear ¥ this appointment was kept”.

i (b) 8/18/09 - Had appointment with the retinal
1 Specialist, hawever the recident's recard does not
imh.ldetharasullsofﬂmeonsu!t

1 Continued interview with the LPNC on 5720110, at
" approximately 10:40 am., revealed Resident #1
JhadamirdnpinlonappoimmerItMan
oprlmg!ogyspeciaﬁatover?fymestam of his
Ivision‘nuscomuﬂaﬂon report, dated 10/20/09
revealed the cllent was diagnosed with Retinitis
 Pigmentosa and was recommendad n return for
!anm_lalfollow-up.ThespeciallstaIuonnted,”vvm
!uhmnwnmkmmeNEl.wmmnmpaﬁunt'a
.mmmreg?rdmn' mal':iewummeLPNc
registered nurse at approxknately 10: 47
!a.m..mvealedﬂwatmeo pu i
falied to explaln the meaning of the "NEI*
|menﬁunsdunheoonwllaﬂon repoit.

IAtmaﬂmafmesumy,thmwasmm

IthatﬂleGHHRPhadoblalnedmeresuluofﬂle
B/4/09 and 6/18/09 ophihaimology consultations.

iMdlﬁonauy.mmmsmwldenuMﬂm
refinopathy speclalist had been contacted to

i obiain the details concerning the NEJ.

I
!
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The QMRP has drafted a letter
see attached) to Dr. Sunga to
btain clarification regarding what
as written on the consult form as
ell as to get the status of NEI.
he Individual's family member
was also contacted regarding this
matter. According the individual's
mother, she was notified that the
test needed to be completed and
she would gst a call when the test
would be scheduled as she would
need to sign the consent. She
,informed the LPN that she would
contact her once she is contacted
again by Dr. Sunga.
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